sock distribution, and bilateral loss of ankle reflexes. The patient had had a history of noninsulin-dependent diabetes mellitus over the previous ten years managed by diet In our cases as in most other primary CNS lymphomas, infiltrates encompassed B cells.
In both these cases, the clinical picture was a subacute ascending polyradiculoneuropathy with sensory and motor deficits in the lower limbs, subsequently extending to the upper limbs and cranial nerves. Over a period of Julien, Vital, Rivel, de Mascarel, Lagueny, Ferrer, Vergier several months, analysis of the CSF showed only a moderate non-specific lymphocyte content with increased protein levels. Lymphomatous cells appeared only late in the course, eight and six months after the onset of symptoms in cases 1 and 2 respectively. When diagnosis was achieved by CSF centrifuge preparation, the patients were treated by intrathecal methotrexate which was associated with radiotherapy in case 1. There was some improvement in both cases, although the improvement was of short duration (three to four weeks) with a further progressive deterioration despite continued treatment.
There have been six previous reports of meningeal lymphomas with clinical manifestations of subacute ascending polyradiculoneuropathy.9 Including our two cases, meningeal involvement was primary in four cases,5 7 and secondary to a systemic lymphoma in the other four.4689 However, in these latter cases, there was no or little clinical evidence of lymphoma. These reports concerned three men and five women aged 33 to 75 (mean 60 1) years. As in our cases severe pain was a prominent feature,'8 generally with nocturnal deterioration. Pain was the first sign in three cases. In meningeal lymphoma, peripheral nerve involvement may be secondary to the compression of anterior or posterior roots by lymphomatous infiltrates leading to Wallerian degeneration (our cases and two others4 7).
Moreover, the meningeal and radicular involvement can be accompanied by infiltration of nerves with penetration of lymphomatous cells into the perineurium and endoneurium, thus producing myelin axonal breakdown.5689
In some observations where lymphomatous infiltration was restricted to peripheral nerves with no meningeal involvement, patients presented with a neuropathy of the lower limbs,'0 1' sometimes with an ascending course." In those cases where cell type was specified, it was a T-cell lymphoma.'" '2 In systemic lymphoma, at least six peripheral neurological syndromes can either precede or reveal the disease: an axonal neuropathy with evidence of multiple conduction blocks related to the presence of circulating antibodies,13 
